The author set out to investigate the help and education required by families of elderly disabled people, in order to provide the best possible care for their elderly relatives.
M O B IL IT Y A N D IN D E P E N D E N C E
The elderly person was not achieving full functional ability, leaving the family with an unnecessary burden and the elderly person with a feeling of inadequacy. Reasons for immobility were poor understanding by the family or insufficient information by health professionals on the capabilities of the elderly person.
F A M IL Y 'S U N D E R S T A N D IN G O F T H E D ISA B IL IT Y
There was a limited understanding of the disability, its prognosis, limitations and effect on the patient. This was due to poor explanation by health professionals at the time of discharge or misunderstanding on the part of the family.
U N A C C E P T A N C E O F D ISA B IL IT Y
The elderly persons were in varying stages of acceptance. There was a need to encourage and motivate these patients. Any improvement, no matter how small, must be emphasised. Once the elderly person has accepted the disability, he is ready to make full use of his abilities. Emotions and feelings associated with disability have to be overcome to ensure the success of a rehabilitative programme. 
C O M M U N IC A T IO N
There was poor interaction between members of each family and in most cases this was due to poor communication. The family often felt the elderly person was being difficult and demanding, whilst the patient was in fact anxious and frustrated.
P H Y SIC A L H EALTH . O F 'CA R E R '
The 'carer' was the family member who had assumed the main responsibility for care of the patient. In four out offive families, the 'carer's' health was not 10 0 % . thus lim itin g his own physical capabilities. This emphasises the need for an alternate 'carer' either in the family or the community.
FIN A N C IA L
It is obvious that disability is not economically beneficial. All economic groups are affected. For the lower income groups it is usually a wage earner who forfeits hisjdb in order to care for the elderly person. In higher income groups it was found that financial resources were presently adequate but. with inflation and high medical expenses, these resources would be dwindling. G rants and other financial aid are available, but the families had very little knowledge of how to obtain such aid.
• I N A D E Q U A T E K N O W L E D G E O F S E R V I C E S A V AILABLE
Services for elderly disabled people in South Africa are very limited. However, those available are not fully utilised. Assistive devices, such as wheelchairs and commodes, are easily obtainable. / In conclusion, the problems arising from caring for an*' elderly disabled person at home are varied, and affect every aspect of life. These needs can be very well met in the homes of the patients by health professionals. In this study the author dealt with only a small percentage of the patient and family needs but even this had a positive effect on the family. The patients began to utilise their residual ability, which resulted in an increase in independence. The family had a better understanding of the disability and the quality of care improved. The success of the program m e was determined by the degree of active involvement by the family, the am ount of support and guidance offered by the author, the contribution and intervention by other members of the health team and the availability of facilities in the community. Co-ordination between members of the health team is essential; enabling them to come together and focus on the individual patient as a whole in terms of his total environment and total problem. Personal contact with the family is of immense value in patient care. We, as health professionals, must aim to keep people out of institutions and in their own homes, functioning at maximum independence and thereby keeping families together.
